FOR the past three years, the Division of JL OR the past three years, the Division of Mental Retardation and the predecessor programs of the Public Health Service have been seeking to help in meeting the needs of America's six million retarded citizens. We have had to place great emphasis on planning and coordination of programs at State and local levels. And out of this emphasis have come most of the lessons we have learned.
Perhaps the most important of these lessons has been that a means must be found to extend services to all the retarded with those resources which are available.
We cannot simply develop a number of programs for the mentally retarded in a community, and expect that these shiny new programs will then automatically fit together into a dynamic structure. It is difficult enough for the community to plan concretely for all the needs of the retarded in the beginning. Precise data are lacking. Philosophies change. And if planning for the present is difficult, planning for the future seems nearly impossible. Yet it must be done.
It is with these considerations in mind that we have devised a model six-point program for the proper balance and coordination of conmunity By generic agency I refer to every community agency (i.e., health, welfare, educational, rehabilitative, or employment). An example would be an orthopedic clinic not specifically for the mentally retarded, which in other circumstances would be looked upon as a specialized service, but would be considered generic in our conceptual model. , Next, our attention must be directed to the situations which retardates are apt to encounter, rather than to the levels of their retardation. A child may be mildly retarded yet have complex genetic problems or learning difficulties, whereas a far more seriously retarded individual may have such comparatively uncomplicated ones as a toothache or a fractured leg. Most of the services the retardate needs are-or should be-available in every community.
Moreover, it takes time for the service worker to develop rapport with the family of the retardate, to learn their strengths and weaknesses, and to know the community and its full range of services, before he can determine the most practical treatment plan. These factors argue persuasively for local rather than distant care, and for care given by agencies and professionals who already know this family. Throughout the entire field of health and welfare services is a current towards family unit care.
Too often the retardate is refused the treat-.~nt he needs in the generic agency because he is identified as a retardate. Furthermore, the knowledge that specialized agencies are available for the retardate tends to make re-ferral to these almost automatic. Thus begins to develop a mysterious aura of specialization supposedly required for this exotic and difhcult condition. Then ensues the concept of mental retardation as an all-or-none condition rather than one with graduated problems.
Arguing for the greater use of generic services is the matter of distance. Local With the ability to make logical referral at the appropriate time, the health (or other personal service) worker will be able to avoid passing the retardate and his family around haphazardly to inappropriate services, wasting usable professional time, and perhaps missing the optimal period when intervention of the right kind would do the most good. This is another point which would broaden our quantity of services and manpower greatly.
Although we must recognize the value of generic services and agencies, we do not pro-pose an either-or situation in regard to generic v.5. specialized services. Both are needed for a balanced program but must be fitted properly into the over-all community services structure.
One of the major difficulties when planning for services to the retarded is the lack of definition of role of the various agencies. Unless, and until, these definitions are made, it is most I difficult to fit the various service roles together into the total spectrum of services which alone can guarantee the continuum of care the retarded require.
The resultant confusion and loss of time for both professionals and patients is far more than we should tolerate.
Another very important factor that needs correction is the frequently poor utilization of the specialized agency or facility. A specialized agency receiving these cases may be prevented by the very volume of need from performing its principal missions-provision of service to the more complex or difficult case, training, research, and demonstration of new technics.
In addition, the generic agency which should be handling the simpler cases may be prevented from doing so, and as a result may not shoulder its responsibilities for handling the simpler levels of care for the retarded.
Thus we defeat the purpose which we are trying to propagate.
It is disturbingly true that at present, only a small percentage of our retarded population is receiving truly comprehensive services. Yet we are committing tremendous sums of money and numbers of people to just such services. This accomplishes several things. First, it provides better * distribution of specially trained manpower, putting professionals in positions where they can best utilize their skills in behalf of the greater number of retardates. This relates to another great problem today which is the inequality of levels of service in differing areas throughout the Nation. More than that, it provides a backup service enhancing staff competency in the generic agency. The mental retardation specialist in the generic agency can serve as a consultant and in-service educator, thereby offering greater likelihood that the generic community service and health worker will accept the retarded patient.
But perhaps most important is that since this specialist is trained in the multidisciplinary approach, though not necessarily skilled in every specialty contributing to it, he would be expected to have some knowledge of new developments as they relate to the other disciplines. Thus he becomes the intake channel for new knowledge and technics, keeping the quality of care at a high level, and reducing the lag time between new knowledge and the implementation of that knowledge. Planning.
This coordinating mechanism should relate to the services existing in the community and would probably be utilized best if based upon a service such as an information and referral center. Such a center would have the added advantage of offering a positive service to the generic or specialized agency. community service program.
Embodied in the whole model is the idea of economy-a very basic concept indeedand vital since the amount of new knowledge available and still developing will stretch our resources to the bursting point.
This suggested system will help in the obtaining of a fair share of available community resources for five retarded. The flexibility of the model makes it possible that we can bring the retardate together with his community's resources in an equitable, adequate manner.
The great movement toward the neighbor hood health center-the center which will eventually become in effect, if not in fact, a personal services center-brings us closer to the time when health, welfare, educational, rehabilitative, and other services will be recognized as closely intertwined, and when services to the family unit in all these areas will be closely coordinated. Many communities today have one or more elements of the six-point model discussed. As the complete are being put together in more and more communities, we are reaching the day when the retarded memof our society wiU m receive something approaching his fair share of the services he so desperately needs.
